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strength was well maintained. During the fourth week of
illness the fever persisted, oscillating between 101&deg; and 103&deg; ;
but on the thirtieth night of her illness the temperature
dropped within four hours to 9?2&deg; (as shown by the accom-
panying chart) ; there were no unfavourable symptoms, and Ithe next morning it rose to 105&deg;. Then it steadily fell again
during the succeeding twelve hours, till the thermometer
would not rise above 95&deg;, and for fifteen hours the term
perature remained below this point. At the commencement
of this fall there was no other marked change in the patient’s
condition ; but in eight hours’ time she became collapsed,
with rapid thready pulse, cold extremities, and extreme Ipallor. A few hours later there was increased disten-sion of the umbilical region, absence of abdominal respi-
typhoid ulcer may be recovered from, the mere survival of
our patient made the occurrence of this a very debatable
point. Critical falls of temperature do occur towards the
end of some attacks of typhoid fever, independently of any
accident, and may be accompanied by either increased or
diminished frequency of the pulse; but in this case the
patient became actually collapsed, and had abdominal dis-
tension, with vomiting and hiccough, though these symptoms
did not occur until some hours after the drop of temperature.
The above case lends some support to the theory that
instances of unusually prolonged fever are really due to one
or more relapses becoming engrafted on the original attack.
This case certainly emphasised the common experience in
regard to typhoid fever, that an apparently hopeless case may
ration, and tenderness in the right hypochondrium. She
vomited bilious mucus several times, and had a good deal
of hiccough, but the tongue was moist and only slightly
furred. The pulse was 132, very small and soft, the mind
was clear, but during the whole fifteen hours that the tempe-
rature was depressed her extremities remained clammy, her
complexion was dusky, and her general condition that of ’’,
collapse. These symptoms were preceded by some straining
and the desire to relieve the bowels. On the assumption
that perforation of the intestine had taken place, the
patient was quickly brought under the influence of opium,
which was continued for three days; she had a drachm of
peptonised milk and a drachm of brandy every half hour.
Four days later she had a small semi-solid relief from the
bowels, which was light-coloured and contained no blood.
The distension of the abdomen began to lessen, and the
general condition improved.
In the middle of the sixth week the fever began to fall
in the typical gradual manner, but when it had only touched
98&deg; once a relapse (as we believe) took place, and she
had another eighteen days of fever, making eight weeks
altog ether. Whether her strength would outlast the prolonged
fever became a question of the greatest anxiety ; for a week
the pulse was always over 140 per minute, and was more
than once so desperately weak that it could not be counted,
she was in a state of hebetude and delirium, and passed
motions and urine unconsciously. Her eventual recovery
was a surprise to all, and was owing, we believe, to the
way in which her nurses fed her with peptonised milk,
mutton jelly, or brandy every quarter of an hour. For a
week she took eighteen ounces of old brandy in the twenty-
four hours, and we had ample means of convincing ourselves
of its beneficial effects on our patient. Her convalescence
was very satisfactory, and the only noteworthy occurrence in
it was the formation of a clean-cut hole-the size of a pea-
in the anterior pillar of the left fauces, the lodgment of
crumbs in which was the first thing that attracted attention
to her throat.
Though it has been demonstrated that perforation of a
recover. We do not know that perforation of the fauces
has been previously noted in enteric fever ; the exact con-
dition that led to it in our case was not observed, as it
caused no symptom, but we imagine that it must have been
of the same nature as the ulcers seen in the larynx and
pharynx in typhoid fever. ‘
Norwich. 
_______________
STONE IMPACTED IN THE URETER : ITS
CONSEQUENCES, SYMPTOMS, DIA-
GNOSIS, AND TREATMENT.
BY EDWARD COTTERELL, F.R.C.S. ENG.,
SURGEON (OUT-PATIENTS), LONDON LOCK HOSPITAL, ETC.
THE significance and the consequences which may occur
from a stone which has become impacted in the ureter have
lately attracted a certain amount of attention both in this
country and in America, and any part which I may have
taken in helping to bring the subject more thoroughly home
to the mind of the profession is due to the fact that I have
had two cases of the kind occur in my own practice, the
details of which I communicated in a paper read before the
Royal Medical and Chirurgical Society on May 8th of this
year. I will not further refer to these cases except to say
that in both instances I performed uretero-lithotomy success-
fully. The literature on the subject for the most part
consists of a few cases (up to the present time eleven in
all have been reported, excluding my own two cases)
scattered in the medical journals for the last ten or
twelve years. A reference to most of the leading text-books
on surgery, for the purpose of unearthing any reference to
this subject, results for the most part in a-41-bla-nk." Nor can
we wonder at this perhaps when we consider that twenty years
ago operations upon the kidneys, such as are now performed
every day, were almost unheard of, and although very rapid
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strides have taken place in this department of surgery, due in a
great measure to the teaching and example of Mr. Morris and
others, yet the operation for calculus impacted in the ureter
has only been recorded in eight instances in England, though
doubtless other cases have occurred ; but up to the present
they have not been put in any archives of surgery. There are
occasionally references to cases after death, a post-mortem
examination having shown that this has been owing to one of
the kidneys becoming blocked by a calculus, the other kidney
being atrophied from a similar condition having occurred
some time previously. There are also one or two cases put on
record where a stone has been diagnosed by palpation at the
lower end of the ureter, but nothing more is stated about the
subsequent condition of the patient. The light in which
this operation was regarded by surgeons as recently as 1889
may be gauged by the following extracts from an article on
Hydronephrosis by Mr. Barker.1 He states : "The causes
of this condition are many. The commonest is impaction
of a stone in the top of the ureter" ; and on another
page 2 he goes on to say : "The best treatment for hydro-
nephrosis is a problem yet to be solved. In a few cases
where the condition is due to blocking of the ureter by cal-
culus the latter may, perhaps, be helped to pass into the
bladder by manipulation over the track of the ureter, aided
by hot baths and the use of sedatives and antispasmodics ;
but this could only be possible in comparatively recent cases
of obstruction. The same may be said of the operation of
cutting down upon the ureter and opening it for the extrac-
tion of the stone. This proceeding will probably be put into
practice in the future, when we have collected sufficient facts
for a positive diagnosis ; but, although proposed many years
ago, it has so far not yielded any fruit." Now, although this
latter statement is not quite correct, Bardenheuer having
published a case where the left kidney was incised for sup-
purative pyelitis and perinephritic abscess, when the organ
was found to be completely atrophied, where suddenly, during
convalescence, complete suppression came on, and, the
other ureter having been exposed in the flank, a bean-like
. calculus firmly impacted was removed and the ureter sewn
.up&mdash;I repeat that, although this statement is not quite
correct, still it quite fairly represented the opinion of the
.profession at large upon the subject at that time. Again,
Morris states, "at present, however, ureterotomy 7<M -not a
history." Well, we have progressed somewhat more rapidly
lately, and, although the final chapters on the Surgery of
the Ureter have not yet been written, still I think we may
fairly claim that the opening ones are before the surgical
world at the present time.
I will now pass on to consider what are the consequences
and effects which may occur to the kidney when a calculus
becomes impacted in the ureter. These may be conveniently
arranged under four heads : 1. Complete atrophy of the
’kidney. 2. Hydronephrosis. 3. Pyelitis. 4. Suppression of
arine..
1. Oomplete atrophy of the ltidney.-This condition can only
occur when the stone is so impacted that a complete stop-
page of urine occurs and no leakage takes place past the
calculus at any time after its impaction. What occurs ip, that
the kidney goes on secreting urine until the pressure of it in
the pelvis and part of the ureter above the impaction is
equal to that of the blood-pressure, when the secretion stops
and atrophy of the kidney results. If the other kidney is
healthy it takes on the work of the damaged organ and
becomes hypertrophied from overwork. A certain amount of
dilatation of the pelvis of the kidney and ureter may occur,
forming one of the degrees of hydronephrosis.
2. Hydronephrosis.-This may occur and may be of some-
what large size. True hydronephrosis only occurs when the
stoppage in the ureter is not quite complete. The vis a tergo
may be sufficient to force a small amount of urine past the
obstruction, and it is due to this slight leaking that the
secretion of urine occurs, for the pressure of the urine in the
pelvis of the kidney never equals the blood-pressure for a
,sufficiently long time to produce a complete atrophy of the
organ, though by repeated attacks of high pressure it is
perfectly possible that this condition of complete atrophy
may be ultimately arrived at.
3, Pyelitis.-This condition may be present at the time of
the impaction and is due to the mechanical irritation of the
1 Heath’s Dictionary of Surgery, vol. i., p. 759.
2 Ibid., p. 761.
3 Centralblatt fur Chirurgie, 1882.
4 Surgical Diseases of the Kidney, p. 538.
stune or stones in the pelvis of the kidney. If we have
pyelitis, and on the top of this an impacted stone, the proba-
bilities are that a pyonephrosia will be the outcome of the
complication. It is also conceivable that interstitial nephritis
or surgical kidney may be induced by this combination of
circumstances.
4. Suppression of ur’ilw.-This can only, so far as I am
aware, supervene after impacted calculus from two causes:
firstly, impaction of a stone in one ureter, with atrophy of
the other kidney-this atrophy may be due to either an
impacted calculus, a hydronephrosis, or a pyonephrosis ;
secondly, to impaction of a stone in the ureter, there being
only one kidney present.
Either of these causes may give rise to a total suppression
of urine, and if the cause of this condition is not recognised
and relieved, it is bound to lead to a fatal result, and I would
strongly urge upon physicians in whose hands these cases
most frequently occur to seriously consider the matter; and
where there is a history of a stone or gravel having passed,
pointing clearly to a calculous diathesis, the aid of the
surgeon should be invoked, and invoked early, for I shall
presently endeavour to show that operations upon the ureter
are pe1’ se comparatively harmless, and lives have been saved
by this means, which otherwise would undoubtedly have been
lost. I would also strongly urge that valuable time should
not be lost in endeavouring to get the stone to pass by
means of opiates, warm baths, and other such devices-
endeavours as futile as they are puerile in these cases-but
the surgeon should be asked to operate upon these cases
early, and not, as too often occurs, as a last resource. If
operated upon early, the result will probably be satisfactory
to all concerned, but if we are only called upon to operate
when uraemia has well set in, all the chances are against the
proceeding being a successful one.
There is another condition which is frequently stated as a
cause of suppression of urine. I refer to the statement
which is often made that an impacted stone in one ureter
may lead to suppression by inhibiting the action of the other
kidney. Now I ask, upon what grounds is this statement
made, and has it any scientific basis either of a clinical or of
an experimental nature for its support ? As far as I can say,
this question must be answered in the negative ; for, judging
from my own clinical experience and from that of others,
suppression of urine will not occur from impaction of stone
in one ureter, provided the other is in a working condition.
Moreover, we know from experiments that have been made
on animals that one ureter may be tied, and suppression of
urine does not occur.
Having thus dismissed this fantastic theory, I shall hope
not to come across this statement again in future editions
of medical and surgical text-books, for the theory, to my
mind, may have led to the loss of many valuable lives from
the endeavour on the part of medical men to overcome this
"inhibitory" action by the exhibition of drugs when surgical
intervention is needed and required.
Having discussed the more immediate consequences of
ureteral impaction of a calculus, I will now pass on to the
symptoms which are produced when this condition is present.
It is a necessary corollary that these at first are similar to an
ordinary attack of renal colic, the symptoms of which are so
well known that it would be futile on my part to reproduce
them here.
When during the passage of a stone down the ureter it
becomes fixed at some point, the pain is very likely to abate
for a time, but it soon recurs, though every effort is made
by nature to get rid of the obstruction. So we find that the
periods of pam intermit with periods of repose. It may be
argued that this is the condition one frequently finds during
an ordinary attack of renal colic. Quite so ; but if an
ordinary attack of renal colic is carefully observed it will be
noticed that the passage of the stone can be frequently more
or less mapped out by the subjective symptoms, and when
the stone is impacted the pain radiates from one spot ; more-
over, on careful palpation between the attacks of pain it
very often reveals a tender spot, and if the position of this
tenderness is constant it forms with the former symptom a
very valuable aid to our diagnosis.
It may be well here to point out the positions, where a stone
is most likely to be impacted during its passage down the
ureter. First of all, the junction of the ureter with the pelvis
of the kidney is not at all an uncommon situation. It fre-
quently happens that part of the stone enters the upper end of
the ureter, but, owing to the disengaged part being of larger
! dimensions, it is unable to get any further, and impaction
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occurs. Secondly, to judge from recorded cases, there
appears to be a narrowing of the tube about two inches from
the upper end, and impaction may occur here from this cause.
Thirdly, calculi are liable to become impacted just below the
level of the true brim of the pelvis, where the ureter takes a
turn forwards. Fourthly, and lastly, the stone maybe stopped
art the lower end of the ureter, and, judging from recorded
cases, this appears to be the favourite situation. In favour of
this we know there is a narrowing -of the canal at this point,
and it stands to reason, therefore, that stones are likely
to be stopped during their passage there. The size and
shape of a stone have something to do with its liability to
impaction. If smooth, but too large to pass by the efforts
of nature, it may become impacted at any of the four points
mentioned. When rough or presenting projecting processes,
it is easily understood how liable such stones must be to
impaction when passing down the narrow ureter.
The diagnosis of a stone which has become impacted in
the ureter is not always easy-in fact, it is more often than
not a very difficult problem ; but I hope that I have some-
what elucidated this by the enumeration of some of its most
characteristic symptoms. Where there is a history of inter-
mittent attacks of renal colic, combined with constant tender-
mess in one part, together with no evidence of the stone having
passed into the bladder, stone impacted in its downward
passage must be strongly suspected. It may be possible in
some favourable cases, such as a large stone in a very thin
subject, to actually feel it by careful abdominal palpation
when it is impacted near the brim of the pelvis. When it is
stopped at the entrance of the ureter it can be almost always
certainly felt by rectal examination in the male or by vaginal
exploration in the female, aided, if necessary, by digital
exploration of the bladder. On the other hand, the diagnosis
may be confirmed in suspicious cases by an abdominal
section, as has been done in two recorded cases (Lane and
Hall). If the patient has suppression of urine, with a
history of renal colic, impaction of calculus as a most pro-
bable cause should be borne in mind, and a very careful
’examination must be made to determine which side has been
the last to be affected, as it would be useless to operate upon
a ureter the kidney of which has been atrophied for some
’considerable period.
Treatment. - The treatment of stone during its passage
down the ureter is a matter which comes before us so fre-
quently that I have no need to discuss the subject, as the
treatment ordinarily pursued is rational and, as a general
rule, succeeds in its object. I should like to point out that
it is very important in cases of renal colic to find out whether
the stone has passed into the bladder or whether it has been
- arrested during its course. It has so frequently happened
that an impacted stone becomes more or less quiescent, thf
condition causing atrophy of the corresponding kidney ; anc
this condition has not been known or suspected until mis
- chief on the opposite side has led to suppression of urine
Where, therefore, there is a history of severe renal colic o:
an intermittent character, combined with tenderness at on<
-spot, the whole symptoms abating after a time without an;
evidence of a stone being passed down into the bladder
impaction must be most strongly suspected. If combine(
with symptoms pointing to the formation of a hydronephrosi
’the diagnosis becomes a certainty.
This is one of that class of cases where the ureter shoul
be explored and the stone, if found, extracted. I hold tha
the patient should be urged to submit to this treatment, an,
that the consequences if he neglects to notice the dange
signal should be clearly put before him. In another class c
- cases we are called upon to operate for hydronephrosis, c
for pyonephrosis, resulting from impacted stone. I will nc
here discuss the well-recognised treatment of this class (
cases, except to point out that where there is reason t
suspect that there is a fair amount of working kidney whic
has escaped disorganisation it may be worth while to searc
for and remove the impacted stone before proceeding to mo]
radical measures.
If we are called upon to operate upon a case whe]
suppression of urine has come on, I think the treatment wi
be best discussed under two heads : (1) where the sympton
of urasmic poisoning are not well marked ; (2) where tl
Tu’asmia is well pronounced. In cases coming under the fir
heading we must be certain, if possible, which is the si(
.possessing a kidney, and the history of the case will help
- guide us in this matter. Having decided upon which si(
the impaction has probably occurred, the ureter should
thoroughly explored, and if a stone is found it should
removed. If no stone is found it will be good surgery to cut
down upon the kidney and put a drainage-tube in the pelvis,
which will probably prevent the patient dying from uraemia.
Under the second heading, where ursemia has supervened,
and its symptoms are well marked, I believe that it is
certainly not good treatment to go searching about for an
impacted calculus ; for if this is done we submit our patient
to a necessarily prolonged operation, when his condition
is the least able to withstand it, and I believe if such
a proceeding is carried out the result will be always a fatal
one. In a case of this kind I should be content to make an
opening into the kidney and drain off the urine. It might
happen that, owing to want of a careful history of the case
and in the absence of subjective symptoms, an atrophied
kidney is opened, or that that organ may be absent on the
side operated upon. Should the surgeon come across either
of these conditions the best thing to be done is to turn the
patient over at once, and to operate upon the other side.
If the drainage of the kidney relieves the uraemia, a search
should be made for the stone when the dangerous symptoms
have subsided.
When a stone is impacted in the upper part of the ureter
the symptoms are so like those ot stone in the kidney
that the two conditions have always been confounded,
and the diagnosis of impacted stone has only been made
after a nephrotomy has been performed. If a patient has
symptoms of stone in the kidney, and a very careful explora-
tion fails to reveal the calculus, the upper part of the ureter
should be explored, the nephrotomy wound being somewhat
enlarged, if necessary, for this purpose. If not found, a soft
bougie might be passed down the tube and an endeavour
made to locate the calculus ; and if this is successful the
stone can be easily removed.
Mr. Godlee related at the discussion which followed the
reading of my paper on Uretero-lithotomy at the Royal
Medical and Chirurgical Society that he had in one case
advised the stone to be pushed on to the bladder by an
oesophageal bougie, and that this treatment had succeeded.
As I pointed out at the time, I cannot think that this is a
line of treatment to be pursued as a matter of routine, for
there is no evidence at all to point out the size of the
stone, and the symptoms may be quite as severe where the
calculus is small as where it is too large to be pushed through
the mouth of the ureter. I further also remarked that, if
ulceration of the ureteral wall had taken place from pressure,
how very easy it would be to push the stone and bougie out
of, instead of down the ureter. The middle three-fifths of
the ureter can be very conveniently exposed and explored by
an operation similar to that which is laid down in the text-
books for ligature of the common iliac artery. As is well
known, when the peritoneum is stripped up it always
carries the ureter forwards with it, and advantage can
be taken of this fact. Having found the ureter, it may
be explored between the finger and thumb nearly to its
lower- end. Should a calculus be found low down and not in
i a position where extraction is easy, I have found it advan-
7tageous to work it up to opposite the wound with the thumb
and finger and then extract it. The lower end of the ureter
t may be explored, as I have stated previously, in the female
sby the vagina and in the male by the rectum. The removal
of stones from the lower end may be accomplished very easily
1 in the female by cutting down upon them through the roof of
t the vagina. Where they project into the bladder Mr. Morris
1 advises that the ureteral opening of the bladder should be
r enlarged by cutting and the stone extracted by forceps. For
f my part, I am willing to own that this result might be
r successful where there is a single small stone, but I
t may point out that it is not uncommon to find more
f than one stone in this situation, and during the mani-
o pulations necessary for the extraction of the stones by
1 forceps the peritoneum might possibly be opened. Indeed,
h this accident has happened in the only recorded case
e where stone has been extracted in this manner, and,
further, I would point out that this is the only case which
e has been recorded where death has been due to uretero-
.11 lithotomy.
LS Although up to the present no case has been recorded of
Ie operation for impacted stone at the lower end of the ureter in
it the male, still cases of impaction in this situation have been
le observed by many surgeons. Cabot, of the United States, has
’o suggested that in these cases an operation similar to Kraske’s
le for the excision of the rectum should be employed. I myself
)e have advocated a perineal operation in these cases, dissecting
Je down between the urethra and the rectum until the base of
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the bladder is exposed, and 1 think that this method will
recommend itself to surgeons in preference to the severe pro-
ceeding of removing the coccyx and a portion of the sa,crum
which Kraske’s method entails. Advantage may be taken
of the thickness and of the expansile property possessed by
the wall of the ureter when the stone is cut out. If the
calculus is thoroughly squeezed between the thumb and fore-
finger, the wall of the ureter being stretched tightly over it,
a longitudinal incision will, after the removal of the stone,
so contract that in many cases its site cannot be afterwards
discovered except by a very careful search. So we find that
suture of the ureter is not necessary, and, apart from the
difficulties of applying a suture to this tube, such a proceed-
ing might possibly give rise, from a misplaced stitch, to the
very condition the operation was undertaken to relieve. My
advice, therefore, is to abstain from attempting to suture the
ureter, as it is useless, and it might become a source of sub-
sequent trouble.
In conclusion, I hope that before long we shall be able to
chronicle many successful cases of uretero-lithotomy, and I
would again draw attention to the necessity of early opera-
tion in cases where suppression of urine has supervened in
patients with a calculous diathesis. I would further also
suggest the propriety of very seriously considering the
expediency of exploring the ureters in cases where there has
been a distinct history of renal colic, but where there has been
no evidence that the stone has passed down into the bladder.
West Halkin-street, Belgrave-square, S.W.
Clinical Notes :
MEDICAL, SURGICAL, OBSTETRICAL, AND
THERAPEUTICAL.
OVARIOTOMY AT EIGHTY-ONE.
BY HEYWOOD SMITH, M.A., M.D. OXON.
IN April of this year I was asked to see in consultation a
patient who was within a month of eighty-one. She had been
married forty-six years, had had four children, the last forty
years ago. Menstruation had commenced at sixteen years
of age, and ceased when she was forty. She was in fairly
good health, though subject to bronchitis. Five years ago
she noticed the abdomen getting larger, and three years ago
her medical man found that she had a tumour. He first
examined her a year and a half since, when the tumour was
found to be not larger than a child’s head, since which time
it has grown rapidly. She was able to get about fairly well.
She was a thin, spare woman with an enormous abdominal
tumour. The measurements were : ensiform cartilage to
umbilicus, 13 in.; pubes to umbilicus, 1041 in. ; right anterior
superior spinous process, 15 in. ; left anterior superior spinous
process, 174 in. ; girth at umbilicus, 52 in. Fluctuation was
distinct everywhere. On vaginal examination the pelvis
was found to be normal ; the uterus was also normal. She
was admitted on May 15th. Ovariotomy was performed on
May 19th, within ten days of her eighty-first birthday. Dr.
Dudley Buxton administered ether, and Dr. Mary Scharlieb
assisted. An incision about four inches long was made. The
abdominal walls were thin; the adhesions, which were rather
firm over the whole abdominal wall, were broken down with
the hand ; a large portion, however, of the outer layer of the
cyst was stripped off and left adhering to the abdominal wall.
Forty pints of a thick, dark, grumous fluid were drawn ofE.
The tumour was in the right ovary. A long, thin body,
supposed to be the oviduct thickened, was also removed.
This was found to be a portion of the uterus. The left
ovary was atrophied. The operation lasted half an hour.
The tumour weighed altogether 47 lb. The patient made a
good recovery, with the exception of a little diarrhoea, and
left on June 16th. I do not consider that advanced age
is any bar to ovariotomy, for when a woman has lived to
a great age the presumption is that she is, perhaps, more
likely to stand an operation than a younger woman.
Harley-street, W.
A CASE OF CUT-THROAT.
BY JOHN T. HISLOP, L.R.C.P., L.R.C.S. EDIN.,
L.F.P.S. GLASG.
I THINK the following case worthy of being put on record.
On April 13th I was called into the country to see a man
seventy-four years of age who, I was told, had cut his throat.
When I reached the house I found the patient sitting,
supported by two people, on a night-chair, with a huge,
gaping, and slightly lacerated wound of the neck extending
to within half an inch of the carotids on either side. The-
treachea was all but completely severed, the band that was.
left behind being certainly not more than a quarter of an
inch wide. The old man had evidently lost a great deal of
blood; he was pulseless and in a state of collapse. After
tieing four arteries, from which blood was still coming freely,
I brought the ends of the trachea together with four strong
silk sutures, washed the big cavity of the wound out with cold
spring water and brought the surfaces together with ten
interrupted silk sutures. I dressed the wound with a thick
pad of dry lint and surrounded the whole with cotton wool.
By this time the man had completely recovered consciousness,
and was able to speak freely and without pain. It is not
too much to say that after this the patient was never really
ill, his temperature did not rise above normal, he slept well,
and after twelve hours was able to take small quantities of
milk and beef-tea. He is now (May 26th) completely restored.
The wound all but healed by first intention.
Ripley, Yorks.
A Mirror
OF
HOSPITAL PRACTICE,
BRITISH AND FOREIGN.
VICTORIA HOSPITAL FOR CHILDREN,
CHELSEA.
A CASE ILLUSTRATING SOME MANIFESTATIONS OF
CONGENITAL SYPHILIS IN A BOY.
(Under the care of Mr. D’ARCY POWER.)
Nnlla autem est alia pro certo noscendi via, nisi quamplurimas et mor-
borum et dissectionum historias, tum aliorum tum proprias eolleeta.8
habere, et inter se comparare.-MORGAGNi De Sed. et Caus. Morb.,
lib. iv. Procemium. 
THIS case is an example of disease of both the knee-joints
occurring in a patient the subject of hereditary syphilis.
It is also a good example of a disease which has, during
the past ten years, received recognition as an occasional
manifestation in patients about the age of this one, usually a
little younger. The effusion is generally limited to the knees
and is rare in other joints, produces but slight inconvenience,
is of some duration when the patient is brought for treat-
ment, and rapidly improves when the necessary remedies are
given. In most cases there is interstitial keratitis. Very
little attention has been drawn to the condition in our text-
books, but that the recognition of it is important is shown
in the following notes, for which we are indebted to the house
surgeons, Mr. J. C. Harrison and Mr. C. S. Pantin.
A boy aged fourteen was admitted to the hospital on
the last day of January, 1894, to be treated for an inflam-
mation of the right knee. He had diphtheria in September,
1893, and about a month afterwards sores appeared on his
body. He was noticed to be walking lamely about the end of
December. His younger brother has had one ankle-joint
excised in a hospital. His complexion on admission was
muddy, and scattered over his trunk, limbs, and scalp were
numerous rounded scars some of which measured more than an
inch in diameter. There were also many patches of superficial
ulceration, which were especially numerous upon the scalp.
These patches were covered either with thick scales or with
black raised crusts ; the voice was husky, the teeth were
